entirely based on experience with my own patients, who are mostly of Dutch origin.
Asthmatic disease includes five or six different forms which have different characteristics, and although I am convinced that all these forms are present in every country and every region, I am aware that the proportion of cases in the various groups may be very different in your country and mine. Such differences will be still more accentuated if we compare, not the British Islands with Holland, but Holland with the City of London.
In a discussion of vasomotor reactions of tbe nose we have to distinguish between vasomotor rhinitis as a disease in itself and vasomotor reactions combined with asthma. Vasomotor rhinitis has to be differentiated from two other conditions, namely, the common cold and the acute paroxysms of sinus affections. Differential diagnosis is as a rule easy, although the public and many physicians do not know the distinction. In pure vasomotor rhinitis the secretions are always serous, whereas in the other two conditions the secretions are in a certain stage mucopurulent.
The etiology of vasomotor-rhinitis is almost always allergic. The common allergens are pollen, emanations from animal skin, foodstuffs, and products of moulds and insects in house dust. The last mentioned allergens belong to the group of house allergens or climate allergens. In my country they are the most common causes of vasomotor rhinitis; specific diagnosis of these cases is made by skin reaction with house dust extracts and by residence of the patients in the allergenproof chamber, which in typical cases gives relief from symptoms in a few days. Most patients who suffer from vasomotor rhinitis when in the tropics are free from symptoms as soon as they leave the tropics. The agent in these cases is unknown; they react strongly to extracts of mites and other insects.
Inspection of the nose in cases of vasomotor rhinitis and asthma reveals either a, greyish-white mucosa, or a normal mucosa except for white or greyish-white patches. These were first described by Wojatschek, and are seen in almost all cases of asthma, most frequently on the middle and inferior turbinates, but also on the septum or in other places. During the first period of the disease these white patches are certainly of a functional nature, since we often see them disappear temporarily, but in the later phases they become permanent. Microscopic examination in this stage reveals a change in the epithelium which is replaced by flattened columnar cells, while the ciliated cells disappear. Furthermore we find hyperplasia, infiltration with eosinophile cells, cedema and changes in the glands. In still later stages there may be atrophic changes.
Hansel and some other authors believe that these white patches are an early stage of polypus formation, but it is unlikely that this conception is correct. So far as I am aware, the relation between these patches and symptoms of rhinitis and asthma is unknown.
The treatment of vasomotor rhinitis consists in avoidance of the allergens, and in this the allergen-proof chamber may be of great importance. Specific desensi-to the animal dandruffs, and of less value in hypersensitivity to house allergens. Non-specific desensitization may be of importance. We often use a combination of injections of small amounts of a solution of sulphur in oil, and of injections with 5% sodium iodide previously irradiated for half-an-hour with a quartz lamp. This use of sodium iodide injection was first made by Sternberg; it gives good results in about 50% of our cases, though its mode of action is completely unknown. Intravenous injections of calcium chloride sometimes prove successful, but more often they are disappointing.
We now come to vasomotor affections of the nose occurring simultaneously with asthma. In many cases vasomotor affections occur along with asthma but without causal relationship. Frequently both laymen and physicians state that attacks of asthma are preceded by a " cold," and often the cold is accused of being the cause of the asthmatic attacks. In these cases the expression " descending infection" is often used, but as a rule this conception is wrong. A common cold may stimulate an asthmatic attack in an allergic individual, but what the asthmatic describes as a " cold" is really something of a quite different nature. In the first place there is no stage of mucopurulent secretion, so that there is no proof of an infection at all, much less of a descending infection. We must realize, in fact, that the vasomotor reaction described as a cold is for the most part nothing other than the first manifestation of an allergic reaction, which in its later stages presents itself as asthma.
This brings us to the question how far vasomotor affections of the nose can be considered the cause of the asthmatic state. In this respect there is a difference of opinion among various authors. Before entering upon a discussion of this we must have information about the frequency of vasomotor affections of the nose in asthma.
The white, greyish-white or bluish-grey patches of the mucosa are found in about 90% of cases of asthma in my clinic. Although occasionally they may also be found in non-asthmatic cases, they are almost pathognomonic of vasomotor rhinitis and asthma. These changes in the mucous membranes of the nose are worth studying, but they can hardly be a cause of the asthma and must simply be considered a result of the allergic state.
Concerning the more conspicuous affections of the nose, such as sinusitis, polyposis, spinw, and crista septi, there is again a wide divergence of opinion among various authors. Some American authors, for instance Kern and Donnelly, find diseased sinuses in about 80% of their asthma cases. Luckily their normal cases give about the same incidence of sinus disease. To my mind, these figures only prove that every method may, by over-elaboration lead to complete absurdity, and that, for the most part, these so-called affections of the sinuses have very little relation to the allergic condition is shown by one of the tables out of the paper by Kern and Donnelly in which they compare the results of the anti-allergic treatment in cases with and without sinus disease. If we take a more critical point of view, and only accept cases as pathological which are able to show pathological reactions in the patient, sinus-disease in asthmatics will amount to about 10%, of which, according to our statistics, about 5% show definite polypi.
As our statistics show, almost half of our asthmatics have never complained of anything in the condition of the nose or throat. The passage of air through the nose at the moment of examination was completely free in 72% of our cases, moderate in 17%, and bad in 11%. Tables I-IV give the exact figures for all abnormalities of the nose observed in 200 patients. The special examination of the nose and throat in all the cases mentioned was carried out by Dr. Gerlings, who has helped me in the preparation of this paper by his valuable co-operation. We now have to answer the difficult question: What is the relation of these affections of the nose to asthma ? Although it will not be possible to offer absolute proof, we still believe that, as a rule, vasomotor disturbances ot the nose must be considered a result of sensitization, and the same holds good for anatomical abnormalities of the mucosa which may accompany these functional disturbances. If this conception is accepted we shall automatically have to accept another consequence, which is that operations on the nose in these cases are, for the most part, illogical. Some authors believe that sinusitis and polypi are often caused by the vasomotor reaction of the mucosa. If this is true, these affections must also be considered as the result of the allergic condition rather than as the cause of asthma. It seems to me however that the possibility that the sinus affection is primary and has caused the asthmatic state must be considered. In such cases operation on the nose may bring about amelioration, or even cure, of the asthmatic state. We must also remember the possibility that nasal affections, although originally only the result of the allergic condition, may later become the cause of acute asthmatic attacks.
With regard to the question of operation on the nose in asthmatics we must mention the treatment advised by Sluder and by Bonain. Both authors started from the observation that often in cases of asthma or rhinitis, a point behind the posterior end of the middle turbinal may be extremely sensitive to all kinds of stimulus. Stimulation of this area with a blunt instrument, or with a wool mop soaked in alcohol or a solution of carbolic acid, may cause severe lacrymation, sneezing, secretion of serous fluid and even an asthmatic attack. In these cases Sluder proposed an injection into the sphenopalatine ganglion, but this procedure has, so far as I know, been dropped, even by the majority of those rhinologists who accepted it. A method which consists in repeatedly touching the hypersensitive area with a solution containing alcohol and carbolic acid or cocaine certainly seems more logical, and sometimes gives good results, but even those authors who are most enthusiastic about the method agree that these beautiful results are only obtainable in rare cases. This is in accordance with our experience, since we seldom see cases which really show this peculiar sensitiveness near the posterior end of the middle turbinal.
The question of the operative treatment of the nose may be viewed from still another angle. Some 20 or 30 years ago rhinologists were generally enthusiastic about nasal operations in cases of asthma. We all know that this enthusiasm has died away and most rhinologists now hold the view that operations on the nose in cases of asthma are only permissible where the indication for the operation would also exist if asthma were not present.
Operation on the nose to bring relief from asthma seems to be done more frequently in America and in France than in Holland, but 25% of my cases had been operated on unsuccessfully before entering our service. Piness and Miller give much higher figures.
A point worth mentioning is that in 2 -5% of our cases the asthma began only after an operation on the nose, and in one case out of 200 it became worse after operation. It goes without saying that these figures have only a restricted value. Patients successfully operated on-with regard to the asthma-do not consult us for non-operative treatment and so they escape our statistics.
During the recent asthma congress at Mont-Dore the French rhinologists, Halphen and Bourgeois, both insisted on operations in asthmatic cases forany obstacle to respiration which the nose might present.
We have then a decided divergence of opinion between various authors. This difference may be explained by the fact that cases of asthma cured by operation on the nose are noted in the statistics of the rhinologist, and, being cured, do not consult the physician for non-operative treatment, whereas after unsuccessful operations our cases arrive automatically. Hence it is almost impossible to gather statistics of the results of nasal operations in asthma which would satisfy both the physician and the rhinologist. Consequently we can only state with certainty that operations on the nose sometimes bring relief to the asthmatic, and with equal certainty that these operations are often unsuccessful, and may even produce asthma, or make an existing asthma worse.
In this connection it is well to remember that often an asthmatic patient whose nose is in a rather deplorable condition may do extremely well for a number yearsas far as the asthma is concerned-whereas on the other hand we see many cases of asthma without any trouble in the nose or throat at all. One of our patients, a man aged 60, had a crista septi which touched the turbinal and almost entirely blocked the passage of air through the right side of the nose. Yet he had been completely free from asthma for more than three years.
Taking all these things into consideration we must lay stress on the point that in the near future the rhino-laryngologist, although reserving his right to operate in certain circumstances, must give an important place to anti-allergic treatment for asthmatics.
I have seen operations on the vagus nerves, on the sympathetic, and even on the recurrent nerve, with disastrous result in cases of asthma., which later obtained relief by simply discarding a feather pillow or regulating the diet. Although operation on nose or throat may not be so disastrous as in these cases, still the position of the rhinologist who has operated on a patient, who could hardly be expected to be cured by such treatment, since he suffers from allergy to a known cause, is not to be envied. This leads me to the conviction that in future the interest of rhinologists and laryngologists in the allergic state of the asthmatic must increase still further. It may be added that in this respect the term allergy includes hypersensitivity to allergens of bacterial origin.
The few points mentioned in the paragraph on the therapy of vasomotor rhinitis hold good for the treatment of most cases of asthma. I will simply remind you that here also the treatment consists of: (1) Avoidance of the allergen; (2) specificor (3) non-specific-desensitization.
In conclusion I should like to remind you of a particular form of asthma of special interest to rhino-laryngologists.
It is generally known that some people are hypersensitive to various drugs and may react to the ingestion of those drugs by allergic manifestations, among which may be asthmatic attacks. The cases of hypersensitivity to aspirin, however, which form the aspirin-group, present peculiarities which clearly distinguish them from the well-known cases of idiosyncrasy. Ten per cent. of my asthma cases are hypersensitive to aspirin and as a rule also to other analgesic sedatives. If one hundred or two hundred milligrammes of aspirin are given to these patients, they succumb within twenty minutes or half an hour to an asthmatic state of unusual severity and sometimes even dangerous to life. But the point of interest is that these patients will also show symptoms of asthma continuously if aspirin is carefully withdrawn from them. In a typical case of this kind the patient always suffersday and night-from more or less severe asthmatic symptoms; rhonchi are always present to a greater or less degree; skin reactions to the usual allergens are generally negative; reactions to bacterial extracts may be positive, but as a rule, specific desensitization with the known allergens or with bacterial vaccines is unsuccessful and is even apt to make the condition worse. Psychic influences are very active in the majority of these cases, which belong to the most severe and most difficult cases I know, and almost all cases of asthma we have observed dying in the "status asthmaticus" belonged to this group.
The peculiar point of interest of these patients for the rhino-laryngologist is that they almost always react badly to operations on the nose. I have often seen severe reactions after operation in such cases, so that I should like to suggest to rhinolaryngologists to operate in these cases only if the operation cannot possibly be avoided.
I often find that the frequency of aspirin cases as mentioned by me, is considered to be rather too high by other authors. It may well be possible that in other countries than Holland such cases are rare, but I doubt this, first because I see no reason why this hypersensitivity should be peculiar to a certain country and secondly, because I have often seen cases of the aspirin group among foreigners who have come to us for treatment. There is another explanation. Often the patient himself is unaware of the fact that he does not tolerate aspirin, either because he has never taken this drug, or because his attention has never been called to the relation between his severe attacks and the ingestion of aspirin. In my clinic every patient is tested for hypersensitivity to aspirin by giving him small doses which are gradually increased. By this method we discover a proportion of cases which is certainly not lower than 10% of the total number of patients seen. 
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Walter Howarth: Although the relationship of some nasal affections with bronchial asthma has been long recognized and was described sixty years ago by Voltini, it is only within recent years that the advances in our knowledge of biochemistry, serology and anaphylaxis, the endocrine balance and the vegetative nervous system have enabled us to take a wider view of the mechanism of asthma and allied conditions. We are no longer content to regard vasomotor rhinitis as a reflex neurosis, and are gradually coming to regard it in many instances as an allergic phenomenon, resembling-but not identical with-anaphylaxis. Since asthma is also a symptom depending on the same underlying allergic state, it is naturally to this side of the question that we must apply ourselves if we are to understand the cause of these phenomena and their possible relationship. It is, however, scarcely within the province of the rhinologist to conduct investigations which demand such elaborate biochemical and physiological technique, but he should be a member of any team that sets out to unravel the many factors on which these phenomena are based.
However fascinating is the investigation of the underlying state, it is rather with the second factor, namely, the mechanism which precipitates the attack, that we are chiefly concerned.
We may consider that in asthma and allied conditions there are two aetiological factors: the condition of the soil, such as vagotonia or a hypersensitiveness to foreign proteins (which is allergy) on the one hand, and on the other hand, an exciting cause, such as the foreign protein, or a mechanical-or even a psychicalstimulus which would not produce the asthmatic reaction in the absence of the predisposing factor. Rhinologists are chiefly concerned with the investigation of nasal conditions in an endeavour to discover whether there is any abnormality that might either act as a stimulus or render the advent of one more effective. Their main concern is to find out whether there is an inflammatory condition due to sinus or other disease that might render the patient more susceptible to the stimulus, or whether there are any abnormally sensitive areas that might be unusually easily irritated.
More than twenty-five years ago, at the request of the late Dr. J. J. Perkins, I made a systematic examination of his cases of asthma at the Brompton Hospital (this was before any specialist was attached to that Hospital) with reference to nasal abnormality. I attended for two afternoons a week for many months, and more than a hundred cases were examined and followed up. All the cases had definite eosinophilia during the attacks, in addition to their clinical symptoms. A number were found to have some degree of obstruction, whether due to septal deflection, hypertrophic rhinitis or polypi, whilst a series was treated empirically by cauterization according to Francis's method. The results of nasal treatment were disappointing; often there was temporary improvement, but the majority tended to relapse and were finally not improved. Of the cauterized cases, 10% were definitely improved and some were absolutely cured. One of the most dramatic was the case of a baker who had a violent attack of asthma whenever he went into the room full of flour dust. This man was absolutely cured, and remained so. The conclusion that Dr. Perkins and I reached was that it was not possible to say that thernasal condition was the cause of the asthma or to predict the result of operative interference, and that by cauterization a definite improvement could be obtained in a small percentage of cases, but that it would be impossible to say which cases would be benefited; norvwas it clear why improvement should occur. This investigation was undertaken partly with a view to determine whether the results obtained by Dr. Francis were universally applicable. It may be remembered that a few years previously (1902) Dr. Francis had stated that a certain form of nasal cauterization had resulted in giving complete relief in 194 cases of asthma out of 402 treated. This cauterization was directed against the upper part of the septum and was not dependent on the discovery of any particularly sensitive spots or areas.
Since these days, although I have not had another opportunity of investigating a continuous series of asthma cases, I have had increasing opportunities of examining cases of vasomotor rhinitis and allied conditions. In the first place I have never been able to satisfy myself that there is any particular nasal condition or appearance that is associated with the tendency to vasomotor rhinitis. It is often the most normal-looking noses that experience the worst attacks. If inflammatory conditions appear to increase the tendency to -the attack, they do so because not only is the general resistance lowered but also because infection increases the tissue permeability and the specific antigen is thus enabled to act more readily. One of our chief difficulties is that the specific antigen often eludes us and, even when suspected, is so apt to behave in various ways.
I have four children of my own who happen to display a variety of allergic phenomena and in only one instance was the specific antigen discovered. As I have 410 Sectton of Laryngology been able to observe these children closely over a period of years, I may perhaps be excused if I mention their phenomena in some detail. I do this because they show that the different diseases are really only symptoms dependent on the same underlying allergic state; moreover, they draw attention to the factors of heredity, familial frequency, the influence of environment and atmosphere, and the reaction to specific antigens.
Two of the children suffered from infantile eczema in an intense form. The attentions of many physicians and dermatologists, with suitable alterations of diet and an endless variety of ointments, failed to make any impression, but after all treatments had been suspended all traces disappeared spontaneously. In one case residence at a particular resort on the East Coast produced marked improvement, and this did not occur at other seaside places. Three of the children had vasomotor rhinitis (one to hay only) and one was, in addition, acutely sensitive to the emanation from horses. All outgrew the vasomotor rhinitis. The boy, who was horse sensitive, was a very keen rider, and persisted daily in spite of endless sneezing, rhinorrhcea, and conjunctivitis (always worse in sunshine), so that after a week or two he gradually became desensitized. Every holiday the tendency has grown less, and he can now hunt all day without a symptom, and even go into a loose box when a, horse is being groomed, whereas previously even to put on a riding coat produced a, spasm that lasted for hours. All the children's noses were absolutely normal and the airway was unobstructed. One child was extremely susceptible to severe attacks of false asthma, but this wat practically always associated with an east wind, whether in summer or in winter. Two children displayed a phenomenon which I have not seen described previously. This was a transitory but intense earache that was associated with a red and congested drum. After a few hours the earache would disappear and the drum would come back to normal, whilst often the other drum, which I had seen to be normal a few hours previously, gradually became suffused and intense earache developed, only to disappear a few hours later. No cause was ever discoverable for this "vasomotor myringitis," if one may so call it. One child, in addition to vasomotor rhinitis, used to have some colicky attacks that were thought to be of appendix origin. After many opinions and examinations the appendix was removed and, although the appendix was practically normal, the attacks stopped soon afterwards. I have little doubt that the enterospasm was really allergic in origin. It may be noted that in the eldest child the symptoms were more varied, more intense and more persistent, whilst the youngest showed slighter manifestations than any. As neither parent had any allergic symptoms, although there were several traceable in the family history, it would appear that the allergic tendency can skip a generation, and as all these children are now normal, auto-desensitization can begin at an early age.
Although one may generalize and say that treatment should consist in desensitization to the specific antigen, yet in particular instances this may be hard to find, and although one may be lucky in simple cases in isolating a definite strain of Timothy grass or cocksfoot for hay fever, or a dandruff from a horse or cat, it should be remembered that there are thousands of moulds and fungi that evade us, and how is one to isolate the antigen of the east wind ?
It is with regard to local treatment that diversity of opinion exists. My experience points strongly against nasal operations in asthma, whereas in vasomotor rhinitis it is less harmful to correct conditions that interfere with the airway or produce inflammation and may, indeed, be actually beneficial.
The main difficulties arise when we have to consider the advisability of employing one of the empirical methods of treatment that are so freely recommended. One or two of these have stood the test of time and may be helpful. My experience of cauterization has been far from unsatisfactory and a certain proportion of cases are benefited or even cured. For the cauterization I prefer solid silver nitrate fused on a probe, as it is less damaging to the mucosa than the actual cautery. There is still no satisfactory explanation of the working of this method, but it seems probable that both this procedure and ionization also act by diminishing the permeability of the mucosa to the specific antigen. I have obtained some striking successes by the injection of a sclerosing fluid into the inferior turbinates, a procedure I first saw used by Moulonguet in Paris, but as the sclerosing fluid used contains quinine and urea, one begins to wonder, in the light of our more recent knowledge, whether the success may not be dependent on the injection of the urea into the blood-stream and not due to the sclerosing action at all. Time and careful investigation may reveal the reason underlying these procedures. Meanwhile empirical methods of treatment should not be unduly despised, as some of them undoubtedly alleviate symptoms which are not only distressing but impair the efficiency of the individual.
A. F. Wright: For the purpose of this paper I propose to ignore all the magnificent work that has been published on specific protein allergy and specific desensitization, and ask you to bear with me when I assert that there is but little fundamental difference between these diseases on the one hand, and an acute microbic infection on the other; except that the former is primarily due to inherent inertia to the power of producing resistance, whereas the latter is the temporary inertia or loss of the same power. I think the common ground, or something approaching the common ground, was published in a paper by Charles Flandin in 1921, on "the treatment of hay fever with the patients' own serum, without addition or alteration" [1] . His technique was simple. Some blood was drawn, and after clotting, the serum was re-introduced in suitable doses. He says that the effect was complete resistance for that year, but in succeeding years there would only at the best be amelioration and that the procedure would have to be repeated. My experience confirms this.
I tried the method in several cases with remarkable success, but although it was satisfactory, it did not go far beyond relieving the patient. How did it act ? It was not foreign protein therapy, either specific or non-specific, as the patient's own serum was used.
It may have acted on the congenital allergy or on some superimposed complication such as sepsis, so I attempted to clear up the cause of this relief with Flandin's serum, by trying it on an uncomplicated acute process when the onlv issue is one particular organism -affecting an otherwise healthy person, as in septicaemia. I obtained the same results as Flandin obtained in hay fever. I will describe one case of cellulitis of the arm with streptococcal general septiceemia. The arm was enormously swollen and cedematous from fingers to shoulder. Patient was admitted into hospital December 20, 1928. I was consulted December 22, 1928, when it was proposed to make numerous incisions. I begged for a little delay, and serum was commenced. Within forty-eight hours all was normal and without the slightest impairment to the infected arm, without anti-sera vaccine or drugs. The patient left hospital December 29, 1928 (Chart 1).
Serum agar plates were made with the first blood I took off and these would grow subcultures of patients' own streptococci and control streptococci growing in the laboratory at the time. When she was convalescent I took some blood which failed to grow subcultures of her own streptococci, but still grew subcultures of the control organisms. As she had no other treatment whatsoever beyond re-injection of her own serum, she had by its means re-adjusted her own resistance mechanism to that particular strain of streptococci. Further than that we cannot go. I show here the temperature chart of this case and also a chart of the case of periostitis of the orbit (Chart 2).
From this I hope that it would be fair to think that Flandin's technique sets in Section qf Laryngology 413 motion the machinery which normally acts with lightning rapidity, the moment invasion by foreign material takes place, whether it is pollen or a microbe. I tried the same treatment on a case with huge urticarial weals due to fruit allergen with instant success. It cured the attack but it would not protect against the congenital allergy to fruit, and so there was a relapse. Periostitis of orbit and cellulitis of face.
I have tried it for cases of erysipelas, cellulitis, osteomyelitis and the pyrexias of the puerperium. The acute cases are cured because of their temporary nature, whereas the congenital allergies are only cured temporarily. Thus I have demonstrated three classes of cases:
(a) Hay fever; (b) acute microhic cases; (c) skin allergy in which simply manipulation of the patients' own blood temporarily cures the case.
FEB.-LARYNG. 2 * Long before Flandin's publication, work had been published on proteins of every description, and roughly the cases appear to divide themselves into: (a) Those who would react satisfactorily to practically any foreign protein, e.g., egg, milk, T.A.B. peptone; (b) those who would react satisfactorily only to one particular protein which must be discovered by exhaustive tests. Further, the bacteriological cases had apparently followed an exact parallel, those which would react to any vaccine, and those which required an autogenous one.
On the other hand I confess that I have had many satisfactory results in chronic asthma by autogenous vaccine therapy after other treatment had failed.
I have three men in Coventry at the moment doing normal work who were bedridden with asthma until vaccine therapy was commenced and they have had no other treatment since. These cases, though possibly primarily allergic, certainly come to us for the secondary microbic influence. I find in these chronic cases that Flandin's serum will cut short an attack and allow time to prepare more permanent treatment and inquire more minutely as to the particular offender.
The pathogen-selection method is the one that holds out the hest prospect to assist in selecting organism from which to make the vaccine. By this method an emulsion of the patient's secretion is mixed with some of his freshly drawn blood and incubated. The blood then deals with any organism to which it has resistance but is forced to let the infective agent grow. Perhaps there are four organisms, A, B, C and D; A is killed off, likewise B and D, but C grows. The patient has lost his resistance to C and that organism would be grown for vaccine therapy. It would be interesting to see if a selection previously positive could be corrected by Flandin's method.
Conclusions.-(1) There is no fundamental difference between allergic and septic diseases of the nose.
(2) In allergy there is a congenital permanent, and in some cases, unsurmountable, inherent lack of resistance to the specific protein, chemical, or mechanical irritant or organism.
(3) Flandin's method of auto-serum inoculation is equally effective in allergic and acute septic infections, but its action is only transitory and must be replaced by more permanent methods of stimulating resistance, with appropriate antigen or antigens.
(4) Just as the protein skin reactions will determine the exciting skin or protein reaction, so, we anticipate, will the pathogen-selection method demonstrate with precision the organism to wbich the human resistance is lowered. References.-FLANDIN, Journ. de M4d. et de Chir., 1921 , xCii, 441. S. SOLIS-COHEN, Journ. of Immunology, 1918 id., Journ. Exper. Path., 1927 , viii, 149. CRONIN LOWE, Brit. Dent. Journ., 1928 id., Brit. Med. Journ., July, 1928 (ii,, 98:; ibid, July, 1929 (ii), 43. G. W. Bray said that the age-incidence of the vasomotor affections of the nose lay mostly between the ages of 15 and 40. Two females were affected to every male.
Two factors were of the utmost importance, namely occupation and climate. Bakers developed symptoms from the inhalation of cereal flours which were harmless when taken by mouth. Housewives were affected by house dust or moulds, by face, talcum, or shampoo powders which contained orris root, or in places where orris root was used to purify air, as in picture shows or theatres, by animal emanations as from pets or feather pillows, or from insect powders (pyrethrum). Chemists and doctors were often affected by the powder of ipecacuanha or sodium salicylate. Industrial workers-especially in the rubber, shoe, or chemical works-were frequent sufferers, whilst others associated symptoms with strong odours or smoke. A cold changeable climate was more often a cause of symptoms than a warm uniform one, 20 and trouble was more often experienced in winter than in summer, and especially on going from a warm room into a cold one. Such symptoms probably resulted from the exaggeration of a normal physiological reflex. A function of the extensive surface of the nasal mucosa was to warm and moisten the inspired air. In a warm atmosphere very little work was thrown upon it, but a sudden change to cold called for a rapid hyperactivity of the warming and moistening apparatus, and so to the production of coryzal symptoms. With the consequent blockage of the nasal airway mouth-breathing was necessitated, and a vicious circle was established until warm air is breathed again. In other cases it is suggested that the mechanism may be a pathological one, an allergic reaction to cold, where the passage of cold air over the nasal mucosa leads to the local production of histamine with the consequent swelling and cedema. He (Dr. Bray) had previously shown a case in which coryzal symptoms were produced by the exposure of the skin to cold, and relieved by a course of injections of histamine.' Foods, on their ingestion, often led to nasal symptoms, the commonest being wheat, egg, milk, chocolate, potatoes and beans in that order of frequency. Bacteria might be responsible for reactions in other rarer cases, but without surgical intervention infection was rather the exception than the rule. Vaccines rarely led to any relief. Endocrine disturbances were occasional concomitant factors, especially hypothyroidism, in which possibly the lowered metabolism led to a greater susceptibility to cold. Drugs might produce allergic nasal symptoms, and probably the commonest was aspirin which was usually associated with polyposis.
These affections might be related to asthma in three ways. First, nasal abnormalities might press upon the " asthmagenic area " of the nose and so produce a reflex bronchospasm. Secondly, the same allergen that caused the coryza might affect the lungs and lead to both nasal and pulmonary symptoms. But in the allergic subject multiple manifestations and multiple sensitizations were the rule, so that one allergen might predispose to coryzal symptoms and another to pulmonary symptoms. Also allergic subjects were more prone to allergic reactions when exposed to epidemic infections such as the common cold or influenza, not because of a sensitivity to the infecting agent, but because of a lowered resistance of the membranes to the absorption of allergens and a lowered resistance of the individual to such reactions. Finally, nasal infections, generally as a sequence to surgical interference, might form the ground for a bacterial sensitization and so produce asthmatic symptoms, but such a happening was rare as the sole cause of asthma.
If a nasal smear from a case was stained as for a differential blood-count, a 10% to 90% eosinophilia was diagnostic of allergic coryza, whilst the presence of abundant non-eosinophilic polymorphonuclear cells was diagnostic of infection.
Palliative treatment included such intranasal applications as the inhalation of pure carbonic acid gas, the use of novocain, ephedrine and adrenaline sprays and ointments, or silver nitrate, nasal cauterization, or zinc ionization of hypersensitive areas. Little relief was afforded by nasal operations in the absence of infection, and the removal of polypi was commonly followed by their recurrence and an increase in the severity of the symptoms. The curative treatment consisted in the active removal of sensitization factors as determined by skin tests, or their passive avoidance by a change of climate or occupation. If the causes could not be avoided or removed, specific desensitization offered the best cbance of cure especially if the allergens were of the inhalant type. In other cases autoserotherapy often proved of value.
Sir James Dundas-Grant said he thought that the value of nasal treatment should be recognized, in view of the frequency of nasal pathological conditions in asthma, improvement after their removal, recrudescence after a return of the nasal trouble, even the disappearance of sensitiveness to special irritants after the operation, and, above all, the experiments of Dixon, Brodie and Ransom, which showed that when certain areas at the back of the septum were stimulated, a contraction of the bronchioles was observed. (See Brit. Med. Journ. 1931, (ii,) 1060.) If the allergic element was looked upon as the explosive factor, the nasal condition should be regarded as the detonator, and if one could not get rid of the explosive, one should remove the detonator.
L. Graham Brown said that he would confine his remarks to indications for surgical treatment, based upon his experience. The conclusion drawn at a discussion on paroxysmal rhinorrhcea by this Section in 19261 still held. This was that surgical interference was indicated when one could hope for relief of nasal symptoms. He advocated radical removal of the cause of the obstruction, such as nasal polypi, a hypertrophied mucosa, especially moriform hypertrophy of the turbinates, and gross changes in the antra. In cases of polypi of the ethmoid region there was often an accompanying change in the mucosa of the antra. Latterly his attention had been more closely drawn to this by radiography, which should be insisted on in the diagnosis of these cases. The Caldwell-Luc operation was indicated, as by that alone one could know the condition of the mucosa inside the antrum. If necessary, a double antral operation should be carried out.
With regard to the results of operations in cases of bronchial asthma, his experience was that very few benefited in their allergic condition, i.e., the asthma persisted, but the patients derived much comfort from the removal of the nasal obstruction in the provision of an open airway. He deprecated mild interference in the form of cauterization or the partial removal of polypi. Removal of polypi by the radical method of ethmoidectomy led to good results. G. H. Oriel: It is important to realize that sinusitis may be secondary to the allergic state. If we consider the various manifestations of allergy in the different systems we find that they have one feature in common, namely, cedema. In urticaria and eczema there is swelling of the skin. In spasmodic rhinorrhcea and hay fever there is cedema of the nasal mucous membrane. In asthma it is very common to find a similar condition. This tendency to cedema of the nasal mucous membrane is likely to interfere with the natural drainage of the sinuses by temporarily blocking the various orifices. We must all have seen cases of allergic eczema without asthma, in which nasal symptoms have been present. This being so, it is not surprising to find so many cases of nasal infection amongst the asthmatics. An cedematous mucous membrane forms a favourable soil for bacterial invasion.
I believe this to be the explanation of the frequency with which asthma is complicated by bronchitis, and the older the patient, the more likely is infection to complicate the underlying allergic state.
If the allergic tendency is left untreated, and the affected sinuses are treated, the original cause of the trouble remains, and the sinuses are liable to become reinfected.
W. S. Thacker Neville: The removal of nasal polypi in the absence of pus is useless for the cure of asthma, but the removal of polypi in the presence of pusthat is to say, in the presence of a sinusitis-has had in my hands a dramatic effect in curing long-standing asthma. Polypi in the absence of pus must be removed, but they will recur unless the allergic condition present be discovered.
For vasomotor rhinitis I have used sodium iodide injections in the form of rhinostop, parathyroid and kalzana, but I am inclined to think that one of the most useful treatments is a no-salt diet and limited fluid intake.
